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Psychiatric rehabilitation is a field
that is over thirty years old, rooted in the
principles of physical rehabilitation,
with its own knowledge base, philoso-
phy and interventions (1-3). Rossler’s
article does an excellent job in reviewing
the basic concepts and characteristics of
psychiatric rehabilitation and some of
the evidence based interventions or pro-
gram models that have, rightly or wron-
gly, come to be associated with it.

Value based medicine has emerged
as a twin concept to evidence based
medicine and acknowledges the impor-
tance of the patient’s perception of the
relevance of an intervention (4). Value
based practice for individuals with seri-
ous mental illnesses starts with the no-
tion that recovery, or the taking back/

regaining of a meaningful life (1,5), has
become not only scientifically possible
(6), but also is perceived as the relevant
mission for services (6-8). The overall
purpose of a psychiatric rehabilitation
service, as compared to other types of
services, is to contribute to this outcome
by enhancing functioning in a role val-
ued by society and selected by the indi-
vidual (1). The fundamental values of
psychiatric rehabilitation, as integral an
element of the field of rehabilitation as
its evidence base, include the critical
importance of empowerment and
choice, partnership, hope, a focus on an
individual’s strengths and interests as
well as limitations, and an outcome or
results orientation, among several oth-
ers (3,9).

Whether or not a particular interven-
tion is considered to be a rehabilitation
intervention, therefore, is not defined by
the simple fact that it focuses on skills or
supports for individuals with serious
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through social firms, and most of these
businesses are operated solely by people
with mental illness. Social firms have also
been developed in Japan and Korea,
free of European influence.
The success of individual social firms
is enhanced by locating the right market
niche, selecting labour-intensive products,
the public orientation of the business,
and links with treatment services.
The growth of the social-firm movement
is aided by an advantageous legal
framework, policies favouring employment
of the disabled, and support entities
that facilitate technology transfer.
Advantages of the social-firm model include
opportunities for empowerment,
the development of a sense of community
in the workplace, and worker commitment
resulting from the organization’s
social mission.
Time will tell if these rehabilitation
models will continue to diffuse at the
same rate as recently. If they do, they
will become substantial elements of rehabilitation
psychiatry in the future.
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tain weaknesses, however. The clubhouse
movement has conducted almost
no randomized control trials and consequently
has a weak evidence base.
There is, also, a cult-like quality to the
clubhouse movement which, for some
service organizers, is an obstacle to
adoption.
Social firms are businesses created
with a dual mission: to employ people
with disabilities and to provide a needed
product or service. The model was
developed for people with mental illness
in Italy in the 1970s and, by diffusion,
has gained prominence in Europe.
In Trieste, Italy, origin of the first social
firms, the annual income of the healthservice
cooperatives in 2004 amounted
to $14 million and several additional social
firms had been established by nongovernmental
agencies. The Hotel Tritone,
one of the original businesses, has
proven particularly successful and a hotel
franchising venture is planned. All
office- and street-cleaning contracts for
the municipality of Trieste are currently
awarded to social firms. Over 300 people
with mental illness are employed in
the Trieste cooperatives as full-wage
workers or as trainees.
The first German social firm was
founded in 1978: by 2005 there were
over 500 such companies in Germany
with a combined workforce of 16,500,
50% being disabled. These non-profit
companies commonly produce foods,
technical products, or services like
moving and house-painting (3). Prior to
1997, there were just six social firms in
Britain. Since then, the number has
grown to 49 financially independent
businesses, plus 70 “emerging” social
firms that still require a subsidy. In 2005,
British social firms were employing over
1,500 people, two-thirds being disabled,
mostly with mental disabilities. Catering
and horticulture are the largest business
sectors (4). Technical assistance provided
by Italian and German support organizations
to Social Firms UK, another
support entity, has fostered this growth
(3). Independent of European influence,
social firms have also developed
in Canada and the US. Virtually all of
the psychiatric work rehabilitation services
in Toronto, Ontario, are offered


mental illnesses. It is defined rather by
its contribution to the primary outcome
of enhanced functioning in a valued
role and the congruence of the value
base of the intervention itself. Is the per-
son more able to be successful and sat-
isfied as a mother, tenant, landlord,
lawyer, janitor or student as a result of
the intervention offered? Or is the inter-
vention effective only at improving
grooming skills? Is grooming the criti-
cal skill to become a student? Is skills
training used to manage symptoms? It
has long been clear that there is only a
weak correlation between symptoms
and role functioning (1,10,11): improv-
ing symptom management, while criti-
cally important to treatment outcomes,
is not, therefore, a rehabilitation inter-
vention. Those case management inter-
ventions that are effective in preventing
rehospitalization and maintaining sta-
bility, but not in achieving a valued role,
are also not rehabilitation interventions.

Equally, practices that include effec-
tive interventions not congruent with the
value base of rehabilitation are not,
strictly speaking, psychiatric rehabilita-
tion. Interventions that are imposed on
individuals, as Rossler points out, are
not consistent with rehabilitation. Indi-
viduals cannot be subtly coerced into
participating in rehabilitation. Engaging
individuals depends upon their current
state of readiness to begin thinking
about a valued role (9). Readiness can be
developed, if the individuals are interest-
ed but not ready (6,7). Interventions not
focused on an individual’s choice of role
are not consistent with rehabilitation. In-
terventions that don’t assess and build
upon the person’s strengths and interests
are not consistent with rehabilitation.
Choice, partnership and hope can be
facilitated through processes such as
values clarification, problem solving
processes and a myriad of other tech-
niques designed to help an individual
use his/her strengths and interests to
choose, get and keep his/her valued role.

This process can be used in any effec-
tive program model (e.g., supported em-
ployment) (13) and has been demon-
strated to be successful even for the most
disabled individuals (1,14,15).

In order to maximize the multidi-
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mensional process of recovery, access to
a wide array of services is recommend-
ed, if services are used at all (8,16). This
requires that psychiatrists be clear about
the expected contributions and out-
comes of each, to avoid confusion and
unmet expectations due to inaccurate
labeling of services. Psychiatric rehabili-
tation services should be those which
are effective in facilitating success and
satisfaction in valued roles through a
process clearly congruent with accepted
rehabilitation values.
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Ten years ago the World Health Organization
consensus statement on psychosocial
rehabilitation – the use of the
term psychosocial, instead of psychiatric,
must be noted – implied, as indicated
by Wulf Rössler in his careful review,
a shift from an illness model towards
a social functioning model (1).
This underlying premise leads to two
broad intervention areas: the first is
aimed at improving the individuals’
competencies, the second is aimed at
introducing environmental changes to
improve individuals’ quality of life.
However, in the following years much
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